Introduction {#S0001}
============

Patients with psychiatric disorders experience multifaceted problems. One of these problems is the community's response to these patients in the form of stigmatizing them, which affects patients' self-concept.[@CIT0001] Stigma refers to negative attitudes and discriminatory judgments or negative thoughts and feelings, such as anxiety or hatred, adopted by a majority group against a minority group.[@CIT0002] Stigma of mental illness is a worldwide concern in global health care. Based on the evidence, 47% and 30% of the general population are reluctant to work and have social relationships with people suffering from depression, respectively.[@CIT0003]

In addition to the social stigma that occurs through discriminatory judgments in the social and occupational relationships of people with mental disorders, such patients may also face internal stigma. Internalized stigma occurs as a result of believing negative messages sent by the community and applying them for oneself.[@CIT0004],[@CIT0005] Patients involved with internal stigma isolate themselves and abandon their jobs due to having negative emotions, such as shame and worthlessness.[@CIT0005] Moreover, they lose the opportunity of independent living because of self-discriminatory judgments.[@CIT0006] The behavioral consequences of internalized stigma can cause disabilities related to the primary symptoms of mental illness and low self-esteem and also can lead to disadvantages in many aspects of life, such as personal relationships, education, and work. This, in turn, can lead to experiencing social exclusion, being unable to participate in important life activities, and having a poor tendency to seek treatment, which, ultimately, hamper a major dimension of quality of life. Strong internalized stigma is associated with a lower level of self-efficacy and poor recovery of people living with mental illness, which, finally, result in unemployment.[@CIT0008]

Internalized stigma is highly prevalent among psychiatric patients. Findings of studies in Iran have revealed the prevalence of internalized stigma to be 40% among people with mental illness.[@CIT0008] Electroconvulsive therapy (ECT) is one of the common treatments in psychiatry, which results in higher stigmatization among patients undergoing ECT due to negative attitudes toward this treatment.[@CIT0009] Despite the multiple benefits of this therapeutic approach, it causes anxiety for patients and their family. The most common causes of concerns in the community and in the development of negative attitudes toward this therapeutic method are incidence of seizure and possibility of brain damage due to treatment with electric convulsion, which lead to low acceptability of this treatment.[@CIT0010]

The misperceptions about ECT are the results of a negative image of this procedure as an inhumane or even sadistic therapy presented by the media, early practices of this method in the past, fear of electricity and exaggerated fear following memory loss.[@CIT0011],[@CIT0012] Therefore, despite the great attention of psychiatrists to ECT as a safe, effective treatment, a significant stigma surrounds this therapeutic approach, which is likely to be the biggest barrier to the general acceptability of this method.[@CIT0013]

As the literature indicates, various approaches have been used to reduce stigma in patients with psychiatric disorders. Some of the examined approaches are social skill training, cognitive behavioral therapy, goal achievement program, peer education, and narrative therapy. While some studies have introduced these approaches as effective, others have described them as unreliable.[@CIT0014],[@CIT0015] However, psychoeducation is considered more promising among the implemented interventions.[@CIT0016] Counseling is also recognized as one of the effective interventions for changing lifestyle in patients.[@CIT0017]

In a study, Mittal et al investigated 14 articles related to strategies of reducing stigma and found that psychotherapy was the most commonly used psychiatric intervention. According to the results of the mentioned study, the interventions effective in stigma reduction entailed two dominant approaches, including attempting to change individual attitudes and beliefs and increasing skills of coping with internalized stigma by promoting self-esteem, sense of power, self-confidence, independence, coping skills, knowledge, and help-seeking behaviors.[@CIT0018]

Therefore, one of the effective strategies to help mentally ill patients has a normal life is the provision of counseling and education sessions. Psychiatric nurses do not offer counseling services, and psychiatric patients receiving ECT experience stigma due to the treatment nature. Based on these reasons and because studies are rare in this field, the present study was conducted to determine the effect of counseling on stigma in patients with psychiatric disorders receiving ECT. The results of this study could be helpful in improving the quality of healthcare services.

Methods {#S0002}
=======

Study Design and Sample {#S0002-S2001}
-----------------------

This clinical trial was conducted on patients with psychiatric disorders undergoing ECT at the Farshchian Psychiatry Hospital of Hamadan, Iran, in 2017.

A total of 114 patients with psychiatric disorders undergoing ECT were randomly divided equally into an intervention and a control group. Both the groups received routine care and treatment, but the intervention group additionally received four counseling sessions. Patients under study suffered from schizophrenia, schizoaffective, bipolar disorders, major depressive disorder and obsessive-compulsive disorders, diagnosed by a psychiatrist based on the diagnostic criteria in the Diagnostic and Statistical Manual of Mental Disorders, the Fifth Edition (DSM-5). Moreover, the patients had a past history of hospitalization.

Following a similar study,[@CIT0019] the sample size was calculated to be 57 individuals in each group with a confidence level of 95%, test power of 95%, and sample loss of 10%, using the following formula: $$\documentclass[12pt]{minimal}
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The inclusion criteria were the ability to communicate in Persian and indication of ECT, aged 18 years or older, lack of physical disability, no history of using psychoactive substances and no emergent need to receive ECT. However, the exclusion criteria were absence for more than one session and deterioration of the illness. The participants were assigned into an intervention and a control group through using the block randomization method in the R software (A=intervention; B=control). After the determination of the random sequences, each sequence was captured on a card and sealed in an envelope. Finally, 114 sealed envelopes were delivered to the main researcher ([Figure 1](#F0001){ref-type="fig"}).Figure 1Consort flowchart.

Measures {#S0002-S2002}
--------

The data were collected using a demographic questionnaire and the Internalized Stigma of Mental Illness (ISMI) scale.[@CIT0020] The demographic questionnaire included age, gender, marital status, education level, diagnosis, occupation, duration of illness, duration of current hospital stay, number of admissions during the past year, infliction with other physical diseases, history of receiving ECT, and history of committing suicide.

ISMI is a 29-item self-report questionnaire developed by Ritsher et al to measure self-stigmatization in patients with mental disorders. This instrument consists of five subscales, including alienation, stereotype endorsement, perceived discrimination, social withdrawal, and stigma resistance. The tool is scored through summing up the scores of all the items divided by the number of the responded items. The items related to the subscale of stigma resistance are scored reversely. The minimum and maximum scores in the scale are 1 and 4, representing the lowest and highest levels of internalized stigma, respectively.[@CIT0020]

Jacobsson et al (2013) confirmed the validity and reliability of the ISMI scale after translating it into Persian in an experimental study conducted on 30 patients. They reported the Cronbach's alpha coefficient of 0.87 for the instrument.[@CIT0021] In the present study, after receiving permission via email, the questionnaire was translated by the researcher under the supervision of the supervisor and then back-translated by a fluent English speaker in order to assure the linguistic validity of the instrument; subsequently, the necessary modifications were made.

To evaluate the content and face validities of the questionnaire, it was submitted to ten faculty members at the Nursing and Midwifery Faculty of Hamadan University of Medical Sciences, Hamadan, Iran. After receiving the opinions of the professors, the scale was re-examined under the supervision of the supervisor and counselor, and the content and face validities of the instrument were affirmed by replacing appropriate terms. Furthermore, the internal reliability of the ISMI scale was examined by administering it to 30 patients, rendering a Cronbach's alpha coefficient of 0.897, which indicated a proper internal consistency.

After the approval of the research project, the researcher attended the hospital departments in the morning shift when the visiting time was over and no special procedures were required. First, the researcher introduced herself and expressed her professional expertise to establish a trustworthy relationship with the patients. In the next step, the questionnaires were completed before the intervention under the researcher's supervision. The intervention group was subjected to four individual and face-to-face mental health counseling sessions conducted by the researcher. The counseling sessions were held in one of the counseling and visiting rooms of the psychiatric ward once a week for 60 min (45 min for counseling, 5 min for review, and 10 min for questions and answers). The ISMI scale was filled out again by both the groups immediately and 2 weeks after the last session. The control group was provided with the current and routine methods of nursing and care.

Intervention {#S0002-S2003}
------------

Participants allocated to the intervention group received 4 weeks of counseling intervention. The counseling program focused on reducing internalized stigma. The scientific content of mental health counseling on ECT was derived from a book written by Carson and investigation of the related articles about strategies for reducing stigma.[@CIT0022]--[@CIT0024] The content of the counseling sessions in the intervention group is presented in [Table 1](#T0001){ref-type="table"}. Patients in the control group continued to receive routine care. No specific intervention was implemented in the control group to avoid possible overlap (contamination) with components of the counseling intervention. Table 1The Content of the Counseling Sessions in the Intervention GroupFirst sessionIntroduction, building confidence, checking psychiatric historySecond sessionAssessment and counseling on stereotypical beliefs about oneself, including inadequacy, non-qualification, personality weakness, and being dangerousAssessment and counseling on negative beliefs in terms of self-judgment, including weak self-efficacy and self-conceptAssessment and counseling on self-discrimination, including how to respond to judgments. Examples are abandonment of occupational, educational, and housing opportunities, non-use of supportive systems, and non-attendance for treatmentInforming the patients about causes of mental disorder and reducing shame by assuring them that it was not their faultProviding information to the patients about causes of negative and wrong attitudes of the community toward mentally ill patients and how to deal with them by means of communication and social skillsGiving the patients opportunities to explain their personal experiences of stigmaThird sessionAssessment and counseling on successful compliance with the diseaseAssessment and counseling on compliance with the drug regimenTraining health-promoting behaviors, including healthy lifestyle, exercise, healthy diet, stopping smoking, accurate and timely consumption of drugs, and management of medication side effectsTraining the patients to focus on a better performance instead of focusing on limitations and failuresForth sessionEncouraging the patients to express their feelings about electroconvulsive therapyManaging negative beliefs and fears about electroconvulsive therapyCorrecting the misunderstanding of the patients' about electroconvulsive therapyTraining self-care at various stages of electroconvulsive therapy

Statistical Analysis {#S0002-S2004}
--------------------

Data analysis was performed using SPSS software (version 20). Accordingly, the data were analyzed using paired sample and independent *t*-tests, mixed effects logistic regression model, and Bonferroni's post hoc test.

Results {#S0003}
=======

According to the results, in the control group, most of the patients were male (56.1%) and single (35.1%) and had junior high school education (35.1%). Regarding the intervention group, the majority of the participants were male (52.6%) and married (45.6%) and had elementary education (36.8%). The results of the Chi-square test revealed no significant difference between the two groups in terms of gender, marital status, and education level (P\>0.05). The majority of the patients in the control (47.4%) and intervention (52.6%) groups had bipolar disorder. Furthermore, 50.9% and 54.4% of the patients in the control and intervention groups had no history of receiving ECT, respectively. According to the results of the Chi-square test, there was a significant difference between the two groups in terms of other physical illnesses (P=0.049) and history of suicide (P=0.014) ([Table 2](#T0002){ref-type="table"}). The age mean was 39.29±14.07 in the control group and 38.71±3.37 in the intervention group. Based on the results of the independent *t*-test, there was no significant difference between the two groups in this regard before the intervention (P=0.822). Table 2Comparative of Socio-Demographic and Clinical Characteristics of the Study SampleVariablesControl (n=57)Intervention (n=57)Test*P*-ValueAge39.29±14.0738.71±13.37*t*=0.490.822GenderMale32(56.1)30(52.6)*χ*^2^=0.140.707Female25(43.9)27(47.4)Marital statusSingle20(35.1)21(36.8)*χ*^2^*=*4.390.222Married18(31.6)26(45.6)Divorced12(21.1)7(12.3)Widow7(12.3)3(5.3)EducationIlliterate12(21.1)6(10.5)*χ*^2^*=*8.730.07Primary school11(19.3)21(36.8)Middle school20(35.1)11(19.3)High school10(17.5)15(26.3)University education4(7)4(7)OccupationHousekeeper16(28.1)15(26.3)*χ*^2^*=*3.2170.667Employee17(29.8)15(26.3)Unemployed21(36.9)25(43.9)Retired3(5.3)2(3.5)DiagnosisMDD14(24.6)12(21.1)*χ*^2^*=*5.2410.513Bipolar27(47.4)30(52.6)Schizophrenia10(17.5)7(12.3)Other6(10.5)8(14.1)Physical problemsNo51(89.5)43(75.4)*χ*^2^=3.8810.049Yes6(10.5)14(24.6)ECT historyNo29(50.9)31(54.4)*χ*^2^=1.230.539Yes28(49.1)25(43.9)Suicide historyNo46(80.7)34(59.6)*χ*^2^=6.0350.014Yes11(19.3)23(40.4)[^1]

The Kolmogorov--Smirnov test was used to verify the normal distribution of the data (P\<0.05). Prior to the intervention, the mean scores of internalized stigma were 2.7±0.33 and 2.68±0.33 in the control and intervention groups, respectively. Based on the results of the independent *t*-test, there was no significant difference between the two groups in this regard before the intervention (P=0.811).

However, immediately post-intervention, the intervention and control groups had the mean internalized stigma scores of 2.47±0.33 and 2.75±0.26, respectively. The results of the independent *t*-test revealed a significant difference between the two groups in this respect (P\<0.001). This difference was also significant between both the groups 2-weeks post-intervention (P\<0.001) ([Table 3](#T0003){ref-type="table"}; [Figure 2](#F0002){ref-type="fig"}). Table 3Comparison of Mean Scores of Internalized Stigma of the Study SampleInternalized StigmaMean±SD*tp-*ValueControl (n=57)Intervention (n=57)Before intervention2.7±0.332.68±0.330.24\>0.811Immediately after intervention2.75±0.262.47±0.335.007\<0.001Two weeks after intervention2.64±0.172.32±0.1510.16\<0.001[^2] Figure 2Change in internalized stigma before and after the intervention.

The regression model of mixed effects was used to control the effect of confounding variables. The results showed that the score of internalized stigma was significantly different between the two groups, even after adjusting for the effect of three variables, namely other physical illnesses, number of suicide attempts, and number of hospital stay days (P\<0.001) ([Table 4](#T0004){ref-type="table"}). Table 4Relationship Between Internalized Stigma and Demographic and Clinical VariablesRegression CoefficientSD*P*-Value*t*95% ConfidenceLower BoundUpper BoundWidth from origin2.470.091\<0.00127.0062.292.65(reference) Control000000Intervention−0.2250.38\<0.001−6.5−0.33−0.17Physical problemsNo−0.110.040.019−2.3−0.21−0.02Yes0b\.....TimeBefore the intervention0.0340.051\<0.0016.650.240.44Immediately after the intervention0.190.036\<0.0015.190.110.26Two weeks after the intervention0b\.....Hospitalizing0.0360.0110.0023.120.0130.05Suicide attempts0.0260.0220.2381.180.0170.07[^3]

Considering the significance of time effect (P\<0.001), the Bonferroni's post hoc test was run. Regarding the intervention group, the results demonstrated a significant difference in the mean score of internalized stigma 1-month post-intervention, compared to that 2-weeks post-intervention (P\<0.001). In addition, the mean score of internalized stigma was significantly different immediately and 2-weeks post-intervention, compared to that before the intervention (P\<0.001). However, regarding the control group, the mean scores of internalized stigma were significantly different 2 weeks and 1-month post-intervention, compared to that per-intervention (P=0.33 and P=0.56, respectively) ([Table 5](#T0005){ref-type="table"}). Table 5Comparison of Internalized Stigma by Bonferroni's Post Hoc TestTimeInterventionControl(I) Time (J) TimeMDSE*P-*ValueConfidence Level 95%MDSE*P*-ValueConfidence Level 95%Lower BoundUpper BoundLower BoundUpper Bound1 2 30.150.039\<0.0010.0580.24--1.50.930.33--3.820.80.340.0510.2180.461.841.380.56--1.55.251 2--0.150.039\<0.001--0.24--0.0581.50.930.33--0.83.8230.190.0370.1020.273.351.010.0050.835.861 3--0.340.051\<0.001--0.46--0. 21--1.81.380.56--5.251.562--0.190.037--0.27--0.102--3.351.010.005--5.86--0.83[^4]

Discussion {#S0004}
==========

The results of the present study showed no significant difference between the intervention and control groups regarding the stigma score pre-intervention. In other words, both the groups were homogeneous in terms of internalized stigma. However, the two groups showed a significant difference in this regard immediately and 2-weeks post-intervention. The investigation of the demographic data showed that both the groups were comparable in this respect. The only three confounding variables that were significant included suffering from other physical illnesses, number of suicide attempts, and number of hospital stay days, the effects of which were adjusted using the mixed effects model. However, after the adjustment of the effect of these three variables, the score of internalized stigma was significantly different between the two groups.

The mean score of internalized stigma was also evaluated in each of the control and intervention groups. In the intervention group, the internalized stigma scores were significantly different immediately and 2-weeks post-intervention, compared to that pre-intervention. Nonetheless, no significant difference was observed between these stages in the control group. As a result, there was a significant difference between the intervention and control groups in terms of the total scores of stigma. In this regard, the mean score of stigma significantly decreased in the intervention group, compared to that in the control group. Prior to the intervention, the participants reported higher levels of internalized stigma, while the mean score significantly decreased post-intervention. Therefore, counseling resulted in the improvement of internalized stigma in mentally ill patients.

To the best of our knowledge, there exists no study investigating the impact of counseling on patients with mental disorders. Nevertheless, some studies examined the impact of counseling on other populations, such as pregnant women, patients with heart disease, and university students, and reported results in agreement with our findings.[@CIT0025]--[@CIT0027] In line with the results of the present study, in a clinical trial conducted in Mashhad, Iran, Vagheyi et al investigated 60 home caregivers of patients with schizophrenia in two groups of control and intervention. They observed a reduction in the stigma score after the implementation of psychiatric training.[@CIT0028] Likewise, there exists evidence regarding the positive effect of psychiatric training programs on patients with bipolar disorder.[@CIT0029] Accordingly, Tsang et al reported that most of the programs targeted toward reduction of internalized stigma were effective in this regard. Although it is not possible to recognize a certain intervention as definitely more effective, mental health training appears to be the most promising method.[@CIT0016] Shamsaei et al investigated the effect of training interventions of the stigma associated with mental illness on family caregivers. They indicated that the difference in the stigma questionnaire scores was statistically significant between pre- and post-intervention times (P\<0.001).[@CIT0030]

On the other hand, in a systematic study, Boucher and Mesmer considered the impact of such interventions as unreliable on the reduction of stigma. Furthermore, they believed that this impact was not measurable due to the high risk of bias.[@CIT0014] In a meta-analysis, Wood et al reported that the interventions had negligible effects on internalized stigma due to the small sample size.[@CIT0031] However, the results of two studies conducted by Luckestead et al and Wood et al on patients with mental disorders are consistent with our findings.[@CIT0032] Overall, ECT is shrouded in myths and misconception. The notion of ECT often generates high levels of stress, anxiety and stigma among patients and their families. Counseling is of great importance in the ECT intervention because it reduces stigma and increases patient satisfaction. For this reason, counseling is recommended to be provided for patients undergoing ECT.

One of the limitations of this study was the lack of proper cooperation of the patients due to the nature of the disease. The researcher attempted to minimize this limitation by the establishment of a rapport with the patients. Another limitation was the inherent problems of the questionnaire data. The researcher attempted to mitigate this restriction by providing the patients with complete information about the objective of the study and assuring them about the confidentiality of the information contained in the questionnaire.

Furthermore, the implementation of counseling sessions with a researcher of opposite sex-created problems in the patient--counselor relationship. Therefore, it is suggested to perform counseling sessions with patients using a researcher of the same sex. In addition, the presence of grandiose delusions in most of the patients with mental disorders was a barrier to obtaining accurate information about the variables under investigation. The other limitations of the study entailed the time limitation of the counseling sessions, the low number of the sessions, and the short duration of the follow-up. As a result, it is recommended to perform a similar study in a longer time period. Moreover, since our study was restricted to patients undergoing ECT, it is recommended to perform a similar study on other mental illnesses.

Conclusion {#S0005}
==========

Results showed that counseling is much helpful to psychiatric patients receiving ECT as they become more relaxed and better accept ECT. Additionally, counseling can decrease resistance in patients and reduce internalized stigma in them. Counseling affects stigma in such patients by providing them with the opportunity to express their attitudes and beliefs, guiding their mindset, and improving their individual and social performance. The results of this study can be used to inform healthcare managers and health providers to take necessary measures in order to reduce internalized stigma in patients with mental disorders.
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